principles behind them can be applied in the labour ward. It is obviously essential for success that there should be complete agreement between antenatal teaching and labour ward management. Another advantage, sometimes overlooked, of the Sister taking part in the teaching is its great educative value to her. She will steadily learn more about the reactions of women in pregnancy and labour and become better equipped to deal with them. The same holds very true of the doctor.
The other kind of person who can contribute to antenatal teaching is one who is trained in physical education, who can bring to the work some of the qualities we have discussed and who is able to detect and correct mistakes in performance. We should not, because we see the close psychological implications of this work, underestimate the contribution of the physical approach. Such a person has usually also had training in class work, which is an advantage. She must have special experience of obstetric work and be in close touch with the labour ward where the mothers she trains will be delivered. This is absolutely essential. In my own hospital, the whole scheme is coordinated by a member of the medical staff, working under my direction. This appears to me to be the best way of unifying an effort that is still only experimental and can be beset by many difficulties. I believe that when it is proposed to initiate some such scheme the obstetrician should collect together the people who will be concerned and help them to work out plans between them; and as the scheme develops get them to meet at intervals to discuss and pool ideas. This might save much unnecessary and wasteful effort. And here I would like to acknowledge our indebtedness to the late Mrs. Helen Heardman, who initiated our scheme.
Childbirth bears a needless burden of pain and unhappiness, and we can cure this only as we learn to understand its causes. The problem is being tackled in many ways. Here is one. In centres such as ours the work is experimental as well as being of immediate help to the mothers. In country districts, where matters are more of a family affair, the problem may be easier. In one, at least, a physiotherapist with special experience in obstetrics is teaching midwives how to give some simple antenatal training to the mothers they will deliver. This arrangement can give happy results. What appears to us unjustified is the setting up by some local authorities of "antenatal exercise classes" run by Health Visitors, who do such excellent work in the field of Public Health, but who are often given no opportunity for discussion with the midwives who will deliver the mothers, and who cannot even offer the advantage of any special understanding of physical training. They can give perfectly nice little talks about anatomy and physiology and hygiene, and instruction in various bendings and stretchings that will help to maintain suppleness. All quite useful. But do not let us ever pretend to a mother that such an arrangement will give her "natural childbirth".
The phrase "natural childbirth" which is now so often used is in some ways misleading. It is natural to bear children, but the process in civilized countries is not as nature intended, and when left unaided can deviate still further from the natural pattern. On the other hand, the attempt to convert it into a mere surgical operation brings fresh problems in its train. Perhaps what is meant is that we wish to release nature from the restrictions and difficulties with which we surround her. We cannot return to the simplicity of the completely primitive "natural childbirth"; we do not want to because the civilized woman's capacity for experience is so much greater. And when her complexity is allowed to follow more nearly the natural pattern the result gives her a richness and fullness of experience denied to her primitive sister.
The Present Practice of Exercises in Anteand Postnatal Management By DONALD WILSON, M.R.C.P.
PATIENTS referred for anteand postnatal exercises usually fall into two groups: Those requiring treatment for low back pain and those requiring treatment for either prolapse or stress incontinence. In 1946 and 1947 I had a considerable number of patients referred for the latter conditions, and the number was sufficient to warrant special sessions being allocated for the treatment of these disorders. In 1951 and 1952 there has been a great reduction in patients who have been sent for the treatment of these conditions. Some reasons why it is not possible to compare these years are as follows:
1946-1947 were immediate post-war years and in spite of every effort, maternity patients were not able to have the amount of care that was available in later years. To take two items, transport facilities were greatly reduced; the difficulties in housekeeping were increased.
1949-1952, the period in which the patients were pregnant showed great improvement in both these items.
Although there has been a drop in the number of patients receiving treatment for weakness of the pelvic floor, there has been no appreciable reduction in the number of patients being referred for postnatal backaches where no gynecological cause for the pain can be ascertained.
In obstetrics, exercises are encouraged at present both in the ante-and postnatal periods, though it is only recently that antenatal exercises have been taught to many patients. This attitude can be illustrated by referring to J. B. Mennell's book, "Physical Treatment by Movement and Massage", London. In the editions of this book from 1917-1945 he makes very little reference to antenatal exercises and he was a man who was not likely to miss any point regarding treatment by exercises; in the same book (Third Edition) he gives in detail a course of treatment by massage and exercise for the puerperium. One of the reasons for this apparent neglect was the belief that pregnancy was a physiological process and that, provided the mother and foetus appeared in good health and in the right position, little else need be done at this stage. Undoubtedly in thousands of cases this treatment was successful particularly if the mother was leading a "healthy" life, but few clinics could give the mother clear directions about this. At the same time in almost all books on obstetrics, there appeared the implication that because of civilization and the resultant mixed breeding, women of culture had great difficulty in parturition, whereas the women of savage tribes undertook the -act of parturition almost as easily as defecation.
Women who live in this country do have quick, easy labours and resume their activities rapidly. A history of any British Army on the march, in the days when camp followers accompanied the Army, always provides several examples. -Antenatal exercises are given in order to ensure muscle tone and control for the athletic exercise of parturition, thus enabling the parturition to be assisted by muscular control and the patient to have a more rapid recovery during the puerperium. To consider for a moment and in the simplest possible way the muscular problem during pregnancy: In a pregnant woman there is a gradually increasing tumour, the pregnant uterus which is above the pelvic floor. The most important constituent of the pelvic floor is the levator ani which has two components, the iliococcygeus and the pubococcygeus; originally the former was designed to produce side-to-side movements of the tail and the latter to draw the tail downwards and forwards between the hind-limbs, but in the erect and tailless mammals, these actions are no longer required and the action of the levator ani is to act as a pelvic diaphragm. The muscle will counteract the effects of raised intra-abdominal pressure when the posture is erect. Thus in a pregnant woman, as the uterus enlarges and becomes heavier, there is probably an increase in the strength of the levator ani. I am informed that during the production of pneumoperitoneum, either contraction of the levator ani or the abdominal muscles will produce a marked increase in the intra-abdominal pressure and I see no reason why we should not assume that the increase of intra-abdominal weight due to a pregnant uterus should not produce a compensatory hypertrophy of the levator ani. In a similar way the abdominal muscles may also respond and I have often been struck by the strength and power of the abdominal muscles in a pregnant woman. I suggest that the pregnant uterus in itself is the best apparatus for producing the necessary power in the, muscles of the pelvis. Exercises are very important at this stage. It is of prime importance to ensure that the pregnant woman is having interest taken in her. Often-she is extremely frightened of her inevitable ordeal which is still subject to many "old wives' tales" and superstitions.
By attending an antenatal exercise class, she is in the company of women in a similar situation; she is instructed in the art of taking exercise which, incidentally would produce a sense of well-being whether she was pregnant or not, and she is instructed also in the technique of parturition, so that when labour begins, she is experiencing her teaching and not entering in to completely strange conditions.
The second effect of the exercises is the resultant muscle control which will procure improved muscle relaxation. No athlete can compete in an event unless he has learnt to relax during participation and in the same way no pregnant woman should be expected to undertake parturition unless she has been taught how to relax the muscles at the appropriate times. Probably the most important single instruction is the control of the breathing.
Postnatal exercises have been accepted for years as necessary, mostly to bring the abdominal muscles under control in order to restore the waist-line of the patient. As I have suggested previously, in a normal case the waist-line is strong enough to look after itself. The muscles are strong and usually can contract adequately. It is more important to care for the pelvic floor. Early leg exercises have reduced the incidence of thrombophlebitis in medical and surgical wards. Respiratory exercises are also of equal importance. What of pelvic exercises?
It must be remembered that in the later months of pregnancy there has been a relaxation of the sacro-iliac ligaments and a widening of the symphysis pubis. These ligaments do not recover their normal grip immediately and I believe it is possible that early weight-bearing may be a factor in producing low back pain in pregnancy. Have some of these women been allowed to undertake relatively strenuous exercise when the pelvic ligaments have been soft?
In addition, the position in bed may have been unsatisfactory thus producing abnormal strain on a susceptible pelvis. Exercises for the pelvic floor are more difficult to assess; the levator ani is an intra-pelvic muscle and has no attachment outside the bony cage. The diaphragm can be exercised by movement of the ribs but in the case of the levator ani,-I am doubtful if movement of the legs will procure a direct action of this muscle, with the possible exception of external rotation of the thigh produced by the obturator and pyriformis muscles. External rotation of the thigh may produce action of the levator ani because this muscle arises partly from the " white line" of the pelvic fascia which covers the pyriformis and obturator internus muscles. Contraction of the gluteus maximus may produce contraction of a normal levator ani by synergistic action. Increase of intra-abdominal pressure by the action of the abdominal muscles and diaphragm will result in an immediate contraction of the levator ani but if the levator ani has been damaged, then the effect of contraction of the halves of this muscle may be to increase rather than diminish the normal gap in the anterior part of the pelvic floor and a cystocele is then threatened. I suggest that pelvic exercises be delayed if damage to the perineal body has occurred during parturition but if no damage can be ascertained then pelvic floor exercises can be started early. Probably the most efficient exercise to be done at this stage is for the patient when lying flat on her back to carry out deep inspiration and expiration then endeavour to retract the pelvic floor into the abdomen, at the same time rotating the thighs outwards and contracting the abdominal muscles. If it is thought that the pelvic floor is abnormally weakened, then the pelvis can be raised in order to prevent the threat of a cystocele.
An exercise which is performed incorrectly can be harmful. When pelvic floor exercises are given, great care must be taken to ensure that the levator ani does contract; sometimes I see patients who can only tighten the anal sphincter and they have been instructed that this is the correct exercise. In the later stages of the puerperium, intra-vaginal faradism is useful in giving the patient the correct feel of a contracted levator ani. Intra-vaginal faradism does not replace the correct exercise.
In postnatal exercises it is important not to give the mother too many exercises to do because she will not do them unless she has adequate help in the house. I recommend keeping the exercises as simple as possible and then there is a chance of the appropriate exercises being done. Correction of posture is often necessary once the patient is active, but again one must remember the time factor to allow the pelvic ligaments to regain their normal strength.
The present teaching of ante-and postnatal exercises is in a difficult position. The instruction of exercises is essential, but the mothers who are converted to this treatment tend to receive too many, and those who are doubtful about the need receive far too few or carry out the exercises halfheartedly.
I am sure that antenatal exercises play a great part in the rapid recovery after parturition and will in this way prevent invalidism after childbirth; these exercises are largely preventative measures.
Postnatal exercises are more specific in character and can be regarded as curative.
During the past 100 years, intensive study and work has been done to remove the fear and travail of normal labour, but 100 years is a brief moment in the history of childbirth and now that many of the major causes of maternal mortality have been either eradicated or reduced, a great endeavour must be made to overcome the fear of labour and to reduce morbidity due to labour. The introduction of exercises will play its part in this endeavour though conclusive evidence will only appear after a number of years and will only be corflirmed by wide-scale surveys. [February 10, 1954] SAMUEL HYDE MEMORIAL LECTURE [No. 11] Physical Medicine By W. S. TEGNER, F.R.C.P. MADAM PRESIDENT, I thank you and your Section for the great honour you have done me in appointing me Samuel Hyde Memorial Lecturer. You have also honoured me by your trust in me, which you have manifested by allowing me to choose the title of my lecture. I think, therefore, that I owe you some explanation of my temerity in embracing the whole extent of our specialty and not being content with some single part of so vast a topic. But the fact is that among my ten predecessors for this Lecture there have been those who have been able to expound to us clinical, technical and historical aspects of our specialty, and Howitt (1952) described the development of Physical Medicine in the last few years. This led me to this attempt to review the present state of our specialty, and to scrutinize it critically. It is my frank opinion that some such scrutiny is necessary at the present time, when our specialty is growing so rapidly and attracting so many recruits.
TREATMENT BY PHYSICAL METHODS Many treatments by physical methods have been outdated, and have passed into limbo; others still linger on, and yet others seem firmly established, and likely to remain. New treatments arrive with a flourish of trumpets; some of these die a quick and unregretted death; others die a slow and unhappy death; others seem to have come to enjoy, if not immortality, at least longevity.
